distance-oftener if they live near the hospital. We may thus learn to diagnose these cases at an earlier stage. I am sorry I am not able to claim " choked labyrinth " as my own phrase: the credit is due to a foreign observer, whose name I do not at the moment remember. I agree with Mr. Sydney Scott in his difficulty regarding such expressions as " hyperor hypo-excitable labyrinth." We know where we are when we have to deal with an absolutely normal'labyrinth or a quite functionless one. Well-recorded cases of tumour of the auditory nerve, however, show that all such patients are not necessarily totally deaf, and that there is not of 'necessity a total loss of vestibular irritability. Therefore it is not going to be an easy matter to diagnose these tumours in the very earliest stage. Loss of the lower tones is very important. 'If you have a case of unilateral nerve deafness with raised lower tone limit and diminution or loss of vestibular reaction the presumption in favour of acoustic tumour seems to be pretty strong. In the ordinary case of nerve deafness the patient can hear the 032 fork-e.g., cases of senile nerve deafness. I have gone carefully into the literature of most of the recorded cases of eighth nerve tumour and find that in several this raising of the lower tone limit is reported. It was present in two of my cases. There is also a lowering of the upper tone limit, producing a concentric narrowing of the auditory field. As to the pathology of the labyrinthine affections I have shown on the screen, there are three possibilities: (1) There is first the question of an infective process-a labyrinthitis coming from the middle ear or from the meninges. In the first case the histological changes were very like those produced by a former labyrinthitis. There was some evidence of former otitis media on both sides. On one side there was filling up of the hollow spaces of the inner ear by new connective tissue and bone formation, while on the other side there were similar changes in the labyrinth and also an auditory nerve tumour.
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(2W The tissue present in the labyrinth may be tumour growth due to infiltration along the nerve or vascular paths. If this is so operation by the translabyrinthine route is the only method of curing the case. (3) The third possibility and the most likely one is that we have to deal with a labyrinth "choked " in the early stages by a fibrin network, and, later on, by a new formation of connective tissue and bone. The PRESIDENT: Five years ago I showed a stout woman with a bilateral condition of the same kind, which dated from the time she had scarlet fever as a child. There were concentric pin-point openings at the junction of the bony and cartilaginous meatuses. Even after the length of time referred to there was great improvement in her hearing and relief from the tinnitus by inflation of the ears with a catheter.
Atresia of Left
Mr. LAYTON: At the Pensions Aural Board I saw an exactly similar case of atresia with pin-hole orifices on either side, with suppuration beneath on one side but not on the other. The skin appeared to be quite normal down to the hole, and showed no evidence of scarring. From touching it with a probe it seemed that in one area there were little masses of bone, as though underlying osteomata were present. I thought the condition was a congenital one.
Mr. SYDNEY SCOTT: I think this case is one of atresia due to cicatrization of the external auditory canal, for the skin is puckered at the isthmus and is almost insensitive to the probe. That the condition is acquired seems the more likely from the fact that the patient has had middle-ear suppuration on the other side for which the radical mastoid operation has been performed.
Mr. W. M. MOLLISON: I have tackled one of these cases. I opened the mastoid and took away bone, then cut a flap as for a mastoid, and skin-grafted the whole area. The patient did fairly well.
Mr. LAWSON WHALE: I tried to follow the treatment adopted by the French in two or three cases, and do an operation through the meatus for traumatic cases immediately after the war. I do not think they can be satisfactorily dealt with through the meatus. I find that with a flap they do all right.
Mr. BEDFORD RUSSELL (in reply): I am grateful for having been given the opportunity to show the case. I brought it forward in the hope of obtaining advice as to treatment, or, indeed, as to whether treatment is indicated. He can hear ordinary conversation at 6 ft., and he says he is well content with it. I feel he could be improved by having the diaphragm removed from the meatus. And I believe it could be attacked through the meatus and the raw area covered by inserting a skin-graft over a wax mould of the meatus. I have used that method in two cases of almost complete atresia following gunshot wound, and it was successful. I agree t' this is the result of a pathological change, and that it is not congenital.
